MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-016156

DEPARTMENT OF PUBLIC HEALTH AND WELFARE * . -
Registration Dishrict No, _jzz} i Registration District N L °¢L i ‘s"N : gl‘ STATE FILE NUMBER
DO NOT WRITE AMENDED &gl L e = timary Reg strick Ne. . —-——-‘_W strar's'No. _____ ONFET s )

S e T8 — EILED WY—61903
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. [f institution: Residence before

VS 300 2. COUNTY JACKSON a. STATE MSSOURIb COUNTY Henry admission)

Rev. 4/59 . CITY {If cutside corparate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Tnside Limits
OR

TOWN KANGAS CITY. T Lo days TOWN WINDSOR ) Yes[J No O
. FULL NAME OF (If NOT in hosgital, give location] Tnside Limifs d. STREET If cutside, give locet] ;
HOSPITAL OR ! ADDRESS - (If cutside, give location) Reside on Farm

INSTITUTION 7 p praapTmAT, Yes O Ne O 6(5 EAST FLORENCE Yes O No [J

3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year

(Type of print)
DANIEL ROYE. MC ALLISTER pEATH April 18, 1963

5. SEX 6. COLOR OR RACE 7. Married [1 Never Married [] |B: ‘DATE OF BIRTH | 7- AGE {lsst birthday} [ if- UNDER 1 YEAR IF UNDER 24 HR

Widowed [ Divorced [ Months [ Days | Hours Min.

White, 6-21-0k 68
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| -11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of workmg life, aven if retired)

Retired Windsor, Misgouri U.,S.A,

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

-iag Vegas, Nev,

Tobn McAllister .
. .5, Cl 16, SOCIAL SECURITY NO. | 17.
Ife,."ifo‘."fni‘.‘,ii"nﬁ‘.'{fm,‘ii."v?:‘?, ares of | BITMY L. McAllister;*Z819 Reynolds; /
Yes | YT - .8, Mo- R

18. CAUSE OF DEATH [Enter only one cavse .per Tin& 137 (4), (O, an0 (L. INTERVAL BETWEEN'
PART |. DEATH WAS CAUSED BY , .| OMNSET AND CEATH

weorate cause MUCOUS TRACHEQ ERONCHITIS WITH ASPHYXIATION

DATE AMENDED

DOCUMENT

Conditions, if any, oue 1o &y DIFFUSE VESICULAR E.MPHYSM bF LUhGS-

which gave rise to
shove cause (a),
stating the under-
lying—cavse —last-)— DUE-TQ ()

PART 11. OTHER SIGNIFICANT COND“IONS CONTRIBUTING TO DEATH but not relsted 1o the rerminal PART ILL. I¥ deceasad was femals  wa
disesse condition given in PART | (a) thete & pregnancy in last 90 days.

{0 Yer I 0O No I O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18))
PERFORMED? [m] O o -
YES X NO O

Z0c. TIME OF ~_Houl  Menth, Day, Year |
INJURY am.
. R
R CURRED Z0e. PLACE OF INJURY (e.g.; in or about home, | 20f. CiTY, TOWN, OR LOCATION
2d wﬂlﬁnivﬁcwou [m] farm, factory, street, office bidg., etc.}
NOT WHILE' AT WORK O

2VIS atrendsd the decsased irn M_Amel&,W
- - 2 15 m' on the date stated above, and to the best of my knéwledga, from the caym_mated.

Death 3

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

22b. ADDRESS 22c. DATE SIGNED

VA Hospital, Kangas City, Mo.  |4-18-63

T e [ Beorsgls .
23a. BURIAI. CREMATION, . AME OF CEMETERY MATOR 23d. LOCATION (City, town, or county . (Stare)
MOVAL ify) l g ! 4

. FLINERAL D|RECT°R ' [4 . . 25, DATE RECD. BY PCA( REG, 26, RWR 5 Sl
t
,lJ/A Alpud e old % Y. /?a@d 2>

(Licensed Embalmar’s Statement on Reverswe Side)

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

I hereby 'certif:/ that the body whose name is recorded ‘on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

working under my personal supervision.

Student 7 i a -
‘ J

Signsture of Student Embalmer

Licensed Embalmer No 5—0 /#

. »
P. 0. Addressz_daa.@,_&
e AT e e e = LI ‘} - e r.‘-‘n{r. N

vl Lo
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. {Failure to comply
with the above consfitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
Z If this bodyis:not .embalmed;.fact should be so stated above.

- . [ ..._ r re - - -




